Tests of visual function in cataract patients are performed in order to answer two questions: (I) To what extent is the cataract responsible for the patient's symptoms? (2) Will removal of the cataract improve the patient's sight? To answer the first question the optical qualities of the eye are assessed, and to answer the second tests are employed which assess retinal and neural function and which are relatively unaffected by the optical degradation caused by opacities in the media. At Bradford we employ the tests listed in Table I .
recognised that patients with macular dysfunction have difficulty in reading out of proportion to their Snellen acuity. This difficulty is probably due to parafoveal scoto mas which prevent the whole word being seen at the same time. If a patient reports that the main problem is with reading, it is helpful to observe whether the patient holds the page steadily or keeps moving it to avoid scotomas. With current reading tests patients with poor macular function can read small print for brief periods, particularly if they are used to reading and recognise the overall shape of the words. A Logmar equivalent for near vision com prising random words of equal length and composed of letters without either ascenders or descenders, read under controlled conditions of illumination and at a standard dis tance, would provide a more accurate measure of macular function. It would possibly also be helpful in the manage ment of conditions such as diabetic maculopathY in which patients often report improvement in near vision after treatment although the Snellen acuity is little altered.
Contrast Sensitivity
For many years contrast sensitivity has been a research tool and each department has devised its own techniques, but for clinical purposes the Pelli-Robson chart, in which letters of uniform size are displayed in decreasing con trast, gives reproducible results. High-frequency closely spaced lines can only be seen at high contrast and this is equivalent to the Snellen acuity. Low-frequency lines can be seen with less contrast. A high degree of contrast sensi tivity from low to high frequency is essential for normal vision. One of the most important functions of sight is to recognise faces. One of the commonest complaints of cat- Threshold Amplitude (sec.arc) 
LASER INTERFEROMETRY
The principle of laser interferometr/ is to project two beams of coherent light on to the retina to generate an interference pattern which is perceived as alternating red and black stripes the orientation of which can be varied. The coherent beams are said to be relatively resistant to degradation by opacities and in many cases there is a good correlation between predicted and actual post -operative acuity. Not surprisingly the more dense the cataract the less accurate the prediction. In practice we found that it was necessary to find a clear gap in the cataract in order to achieve satisfactory interference fringes. A more serious problem with this technique is that false positives, that is over-optimistic predictions, occur if pathology is confined to the foveal and parafoveal regions. The reasons for these false positives are: (1) the size of the stimulus, which is 5.50 in the Rodenstock instrument, and (2) the striped pat tern used, which is a more primitive visual stimulus than an optotype and can be detected by arrays of distorted or damaged receptors which would not detect the more com plex image. In practice the test is most useful in the nega tive sense. If a patient produces a very poor response even though the media are not densely opaque then this is very strong evidence of retinal pathology and cataract extrac tion would not be helpful.
THRESHOLD DISPLACEMENT
The vernier acuity of the visual system is far higher than could be predicted from the density of the receptors and is therefore called a hyperacuity. It has been suggested that the perception of the position of an image on the retina is determined by the 'centre of gravity' or centroid of its light distribution.
Just as tiny degrees of misalignment can be detected so similarly very small movements can be perceived. A dis placement threshold is the determination of the smallest change of position of an object which gives rise to the sen sation of movement. Low-frequency oscillation of 40" can be detected in an isolated luminous target, but if stationary reference lines are added to the field of view then dis placements of 10" can be detected. The oscillation is seen as a displacement from the reference bars and not as an inherent movement. The advantage of this technique is that it is relatively resistant to image decay by opacities. Fig. 1 shows the difference in Logmar acuity between a group of cataract patients and normal controls. Fig. 2 shows that both groups have similar displacement thresholds, that is the sensitivity to movement detection is not impaired by mod erate lens opacities. The test is quick and easy for the patient and there is very little inter-test variability. Prelimi nary results are encouraging and give a more accurate pre diction of post-operative acuity than the laser interferometer, but the problem of false positives in the presence of foveal damage has not been resolved as the sensitivity for displacement threshold does not fall as steeply as Snellen acuity as the field of view becomes eccentric (Fig. 3) .
As with laser interferometry a poor response is a good predictor of retinal damage; a good response should be judged in the light of other findings.
It can be seen from this brief survey that Snellen visual acuity alone is no longer an adequate measure of a cataract patient's disability. Tests of retinal function in the pres ence of cataract are helpful but need further refinement.
